Traumatic separation of the pubic symphysis is a serious, infrequent and potentially life-threatening medical emergency. Rectal laceration is a rare associated finding. A case of traumatic separation of the pubic symphysis associated with a deep perineal tear is reported. The mechanism of injury, preoperative care and operative management of this type of injury are discussed. (Hong Kong j.emerg.med. 2010;17:377-380) Keywords: Pubic symphysis, pubic symphysis diastasis, rectum, wounds and injuries 
Case report
In March 2009, a 27-year-old male construction worker was transferred to our hospital one hour after sustaining separation of the pubic symphysis associated with severe injuries involving the rectum, perineum and anus as well as haemorrhage. The traumatic lesions were caused by impaction ( Figure 1 ). When the accident occurred, a crane was carrying steel pipes. The crane operator failed to notice the construction worker downloading goods from a truck on the moving direction of the steel pipes, resulting in the steel pipes hitting on the inner side of the left leg of the worker directly. Due to the inertia effect of motion, the steel pipes carried the worker's left leg and moved it in the left anterior direction, which generated a pulling force and resulted in severe separation of the pubic symphysis and severe injuries involving the rectum, perineum and anus.
On admission, the patient was conscious, agitated, oriented but had excruciating pain. The vital signs were: blood pressure 105/60 mmHg, heart rate 120 beats per minute, oxygen saturation 93% on oxygen mask, and respiratory rate 20 breaths per minute. There was active bleeding from the perineum. The radiographs showed severe separation of the pubic symphysis ( Figure 2A ). Pelvic computed tomography (CT) scan confirmed the radiographic findings ( Figure  2C ). Perineal CT scan showed severe traumatic lesions involving the rectum, perineum and anus ( Figure 2E ).
Management began with careful evaluation for genitourinary tract injury followed by careful inspection of the perineal tear in the operating room. After which, a three-step management of the injury was carried out. Firstly, an internal fixation of the symphyseal disruption was carried out in order to provide immediate reduction of the pelvic ring. Secondly, rectal and pararectal wounds were managed by immediate debridement, jet-lavage and wound drainage. Rectal wall and sphincter lacerations were restored by sutures. The patient also received a needed totally diverting loop colostomy. Thirdly, the colostomy was reversed after one month. The patient had regular follow-up with radiographs and pelvic and perineal CT scans. The therapeutic efficacy of the management is shown in Figures 2B, 2D , and 2F. Urethral lesions were excluded by ultrasound of the bladder, retrograde urethrography and intravenous urography. The patient achieved recovery with minimal persistent sphincter dysfunction.
Discussion
The management of perineal, anorectal and sphincter injuries in various conditions may be variable, depending on the severity of the trauma, degree of wound contamination and delay of treatment. [1] [2] [3] [4] [5] For traumatic separation of the pubic symphysis associated with injuries involving the rectum, perineum and anus, treatment requires surgeons experienced in trauma and coloproctological surgery. The principal goal of treatment is to repair the injuries as well as to minimise early complications which could cause late complications and disability leading to failure of the surgery. For successful outcome, the surgical strategy and surgical timing are both vital, especially for the most complicated lesions. Shock management needs to be initiated in advance, even before diagnosing the perineal lesions, in case of severe retroperitoneal bleeding. 6 In our patient, internal fixation of the symphyseal disruption was indicated to provide immediate reduction of the pelvic ring. After which, further examination of the rectum could be performed. Rectal and pararectal wounds had to be managed by immediate debridement, jet-lavage and wound drainage. Rectal wall and sphincter lacerations were restored by primary suturing because delayed reconstructions would have poor results. The diverting colostomy was mandatory in our case because of colonic and rectal injuries involving the internal sphincter. With the reversal of colostomy, the patient achieved recovery with minimal sphincter dysfunction.
Surgical techniques for the management of rectal injuries include direct closure, diverting colostomy, and placement of temporary rectal liners. Severe tears have a poor prognosis, while prompt diagnosis, immediate first aid, early referral, application of appropriate definitive treatment, and aggressive aftercare will improve the prognosis. Definitive therapy is applied according to the grade of rectal injury, but there are few guidelines on determining the best therapy for different cases. As bypass procedures, colostomy and indwelling rectal liner have both advantages and disadvantages, but can facilitate healing and prevent life-threatening complications if they are used with minimal delay. Direct suturing of the tear could be difficult, but considering its benefit in hastening healing and preventing progression of the tear to a more severe extent, it should be attempted. A life-restricting condition that is sometimes challenging to treat is anal incontinence. For severe refractory incontinence, surgical repair is still invaluable in the presence of disruption and salvage procedures. 7 
Conclusion
Traumatic separation of the pubic symphysis associated with injuries involving the rectum, perineum and anus is a serious, infrequent medical emergency. In such kinds of injury, rectal laceration is quite rare. When encountered, it is usually coexistent with neurovascular injury and other complications. 8 Our clinical experience with the patient made us believe that management of traumatic separation of the pubic symphysis associated with severe rectal tear should aim at repairing the lesions as well as minimising early and late complications and disability, and the three-step management of the injury mentioned above could be considered as reference.
